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PSYCHONEUROSIS AS A CAUSE OF 
INCAPACITY AMONG INSURED 
PERSONS 
A PRELIMINARY INQUIRY 


BY 


JAMES L. HALLIDAY, M.D., D.P.H. 


REGIONAL MEDICAL OFFICER, DEPARTMENT OF HEALTH FOR SCOTLAND 
(From the Regional Examining Centre, Glasgow) 


Interest in the question of capacity for work has arisen 
mainly out of the National Health Insurance Act passed 
in 1912. To become eligible for cash benefit under this 
Act an insured person must be “‘ rendered incapable of 
work by some specific disease or by bodily or mental 
disablement ’’ ; and to secure it he must present his 
approved society with a medical certificate signed by 
his practitioner to the effect that he is ‘“‘in my 
opinion unfit for work by reason of ...’’ What are 
the “‘ reasons "’ for incapacity of work among insured 
persons? What are the specific diseases the 
bodily or mental disablements ’’ which impair a person’s 
functional efficiency to such a degree that he believes, 
and his doctor believes, that he is unable to work? 
It is important to obtain an answer to this question, 
because without it to ordered measures can be taken 
to reduce the mass of disabling illness which has main- 
tained a high level and has even increased at a time 
when the death rate is falling, school children are 
healthier, and major epidemics are in abeyance. 


Official Surveys 

The Act had been in operation for twenty years before 
a survey was made of the reasons for incapacity given 
by insurance practitioners on the medical certificates. 
In Scotland, in 1932, the Department of Health issued a 
first report on the subject. This dealt with the sickness 
statistics for the insured population for the year from. 
July Ist, 1930, to June 30th, 1931. It was followed by 
similar surveys for the corresponding annual periods of 
1932 and 1933.! These reports cover a variety of issues, 
and are of primary importance to the public health. 
What information do they contain about the reasons for 
incapacity? Averaging the figures for the three years 
under survey the group of ‘‘ respiratory diseases ’’ 
occupied first place, being responsible for 42 per cent. 
of all ‘‘incapacities.’’ Tying for second place came 
“rheumatism ’’ and ‘‘ diseases of the digestive system,”’ 
each providing 10 to 11 per cent. ; ‘* violence ’’ and 

skin affections ’’ were next, each providing 8 to 9 per 


cent. What part is played by ‘‘ functional nervous dis- 
orders,’’ now more accurately described as the psycho- 
neuroses? A very small part according to the reports 
—not more than 2*per cent.—and this figure is made 
up by including such reasons for incapacity as “‘ de- 
bility,’’ ‘‘ cardiac debility,’’ and tachycardia.’”’ In 
short, the official surveys suggest that 98 per cent. of 
all incapacitating disorders are attributable to organic 
disease. 

This picture of the overwhelming *predominance of 
organic disease conflicted with the impression I had 
formed while acting as a medical referee under the Insur- 
ance Act. The examining centre in Glasgow is equipped 
with test-room facilities for blood counts, test meals, 
etc., and a staff of consultants is available, including 
a cardiologist, neurologist, surgeon, and ophthalmologist. 
These were freely used, and yet a large number of the 
patients examined showed no evidence of organic disease, 
gave no history typical of organic disease, and the reports 
from their practitioners about the course of their illness 
described no abnormal findings. Many of these patients 
were unfit to work, but the reason for their defective 
function was, in my opinion, not organic but psycho- 
neurotic. 

To determine more accurately the part played by the 
psychoneuroses in causing unfitness for work I asked 
myself after the examination of each patient: What was 
it that caused this person to become disabled? Was 
dysfunction the result of structural change such as is 
associated with violence, disease, or degeneration, or was 
it the result of emotional and mental maladjustment? 
In short, was the reason for incapacity ‘‘ organic ’’ or 
‘* psychoneurotic ’’? The present inquiry is an analysis 
of the answers to this question for 1,000 consecutively 
examined, referred patients, excluding women who were 
pregnant or in the puerperium. The analysis shows 
that one-third of these patients were disabled by psycho- 
neurosis, but, before proceeding to detail, it may be as 
well to indicate the meaning attached to the term 
‘* psychoneurosis.’’ 

The Psychoneuroses 

The inelegant word psychoneurosis is of fairly recent 
invention, and is used as a term to include the anxiety 
states, hysteria, the true neurasthenia of Freud, and 
instances of compulsion, obsession, and phobia.* Know- 
ledge of the nature of these disorders and of the factors 
producing them has become available mainly during 
the post-war period The majority of doctors now 
practising were instructed as medical students in an 
organic theory of -bodily dysfunction, and were not 
trained to appreciate the nature and significance of mental 
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factors as a cause of illness. It is a truism that we see 
only what we have been trained to see, and, as a result 
of the system of instruction, a young graduate entering 
general practice expects to find in each patient a “‘ case ”’ 
of one of the ‘ diseases '’ demonstrated in a_ hospital 
ward and described in a textbook of medicine or surgery. 
Failing to do so he is at first apprehensive or bewildered, 
but soon comes to realize that in many instances it 
is the patient as a personality that requires treatment 
rather than any system, organ, or disease. Later, as 
he experiences in his own life the impacts of circum- 
stance, he acquires, through increasing intuition and 
sympathy, a technique, entirely personal, for ‘* hand- 
ling "’ his patients.’ How he does so he probably could 
not describe, and in this respect he is an unwitting 
psychotherapist. 

A knowledge of recent medical psychology does, how- 
ever, make practice more interesting and effective. As 
this knowledge is not yet widespread throughout the 
profession it may not be out of place briefly to sketch 
the ideas underlying the concept of the anxiety state, 
which was by far the commonest cause of impaired 
efficiency in those patients considered to be disabled by 
psvchoneurotic—as_ distinguished from  organic—illness. 
For a tull account of the psychoneuroses and the methods 
of treatment The Common Neuroses, by T. A. Ross,* and 
A Textbook of Psychiatry, by Henderson and Gillespie,* 
together form a sound introduction from the standpoint 
of the general practitioner. 


The Anxiety State 

Anxiety state is now recognized: to be an expression 
of fear or of worry, which is a correlative of fear. It 
tends to occur when an individual encounters a painful 
or unhappy situation in life and responds to it in a 
faulty way. Instead of consciously surveying the impli- 
cations of the situation and steadying himself to meet 
it or remedy it? he becomes flurried and is unable to 
think clearly about his difficulty. In other words, his 
mind flees from it, and the flight is accompanied by 
those bodily symptoms and signs which are an expression 
of the emotional reaction of fear. When symptoms 
appear the individual's attention is drawn away from 
the painful situation and becomes concentrated on the 
symptoms which he interprets as evidence that he is ill. 
In this way the illness becomes a refuge from the un- 
pleasant reality. 

PAINFUL SITUATIONS PRECIPITATING AN ANXIETY STATE 

Everyone encounters difficulties, but everyone does not 
develop an anxiety state. But each time a person runs 
away from his difficulties he becomes more liable to 
psychoneurotic breakdown. In other words, the person 
who develops an anxiety state has got into the habit 
of reacting badly to the stresses of life. Sooner or later 
he encounters a painful situation which acts as the last 
straw, and breaks him down so that he loses his capacity 
for work. Among the patients examined during the 
inquiry the difficulties provoking mental stress and_ pre- 
cipitating breakdown were usually connected with personal 
relationships, finance, or occupation, either singly or in 
combination. 


1. Personal Relationships.—Common domestic diffi- 
culties were disagreement between husband and_ wife, 
and illness, bereavement, or misconduct in the family. 


Among women the fear of having a child as well as 
the dread of not having one may result in an anxiety 
state. In connexion with the last there is a belief that 
a wife who does not begin to produce a child soon after 
marriage is ‘‘ no good.”’ Single women living alone with 
a widowed mother are prone to break down as a result 
of being torn between the desire to ‘‘ honour thy mother ”’ 
and to lead their own lives. L have noted that when 
a mother insists on being present in the consulting room 
while her adult daughter is being examined, the 
of incapacity in the daughter is usually psychoneurosis. 
Women in the engagement period are prone to fears 
which may lead to an anxiety state. The effects of 
being jilted have been known to writers since the world 
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began. Marriage may be a source of dissatisfaction 
and when a person soon after marriage reports sick with 
symptoms of an anxiety state, investigation should be 
directed to the problems of physical maladjustment 
erroneous” physiological ideas, and the attitude to 
pregnancy. 

2. Financial Difficulties.—‘‘ Falling behind with the 
rent’’ is a fear which shadows many working-class 
homes. In conscientious persons failure to put by the 
rent money may provoke an anxiety attack and jn. 
capacity for work. Losses due to gambling, the dissipa- 
tion of the family savings by the opposite partner, or 
inability to meet the instalments on an article obtained 
by “hire purchase were noted precipitating of 
contributing causes. 

3. Occupational Difficulties.—The commonest occupa- 
tional trouble was change of job with distaste of the new 
position. Unemployment was the most frequent example 
of a ‘“‘ new job’ ; the intluence of this is reserved for 
later discussion. The effect of change of occupation 
may be seen in women who leave their work to get 
married, and in men who, losing their usual occupation, 
take up another and ‘‘ degraded "’ one. Dislike of a 
person associated with a job, especially of a foreman 
or overseer, may provoke an anxiety attack, and thus 
the patient secures removal from the working environ- 
ment or personnel which he inwardly loathes and fears, 

The occupations of insured persons in which  break- 
down seems most liable to occur are those of domestic 
servant, miner, typist, and nurse. Among domestic 
servants ‘‘ fed-up-ness with a place "’ is not infrequently 
expressed by an attack of anxiety state, which is some- 
times not unassociated with the conscious motive that 
characterizes malingering. In this connexion it may be 
remembered that although domestic servants are eligible 
for sickness benefit they do not qualify for unemploy- 
ment benefit. Anxiety state may be provoked among 
miners by changing from a dry working to a wet one, 
with the associated fears of ‘‘ chills and rheumatism.” 
Several instances were noted where a miner developed 
psvchoneurotic illness after being near the site of an 
accident in which a fellow worker was injured or killed. 
Typists almost invariably attributed their illness to over- 
work, but close questioning usually revealed that the 
actual precipitating cause was a personal ditticulty. The 
worry caused by this resulted in frequent typing errors 
increased the 


and reduced output, and this in- turn 
emotional upset until the solution of ‘ being made ill 
by the amount of work '’ was reached. Suppressed 


fear of a specific disease is perhaps commoner among 
nurses than in any other occupation. I have heard the 
opinion expressed that of non-insured occupations those 
of civil servant, school teacher, and clergyman appear 
to provide a high proportion of psychoncurosis. 

4. The Fear of Disease.-—Year of a specific disease is 
often associated with, or may contribute to, an anxiety 
attack. Usually the disease selected is one which has 
been responsible for the illness or death of a_ beloved 
person—relative or friend ; tuberculosis, cancer, heart 
gastric ulcer, and appendicitis were the most 

The fear seldom amounted to a phobia, and 
reassurance as to the absence of organic disease was 
usually accepted. Wonderings and apprehensions about 
becoming insane are not uncommon in nervous people ; 
such fears are not always mentioned to the patient’s own 
practitioner. Patients sitting in the waiting rooms of 
clinies and dispensaries are apt to talk a good deal about 
their illnesses, and in this way a suggestible patient may 
be led to develop fears about his state of health which 
worry him considerably. Also a number of persons who 
attend hospitals or clinics for observation, although in 
no way physically unfit for their occupation, are so 
impressed by the request to keep on attending that they 
are rendered incapable of work. Contributing to feat 
of illness may be mentioned certain articles on health 
or disease in newspapers and journals. The apprehensive 
person apprehends these apprehensively. Not without 
reason did G. K. Chesterton remark: ‘‘ Health is the 
most unhealthy of topics.” 
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THE SIGNS AND SYMPTOMS OF ANXIETY STATE 

Generally speaking, the signs and symptoms of anxiety 
state are those of the emotional reaction of fear. They 
gre numerous and varied : fe that congeries of symptoms 
whose name is legion,”’ as Ross?* described them. Many 
of the more prominent appear in advertisements 1n the 
lay press for tonics, nerve foods, blood formers, liver 
ills, and purgatives. ‘‘ Are you suffering from. . . ? 
and the list follows. , 

The facial expression is often significant, but is difficult 
to describe: worried, strained, hunted, wearied, or fear- 
ful are appropriate adjectives. Pallor, which may _ be 
mistaken for anaemia, is not uncommon. Blotches or 
taches on the lower face, neck, and shoulders may occur, 
especially in women ; dermatographia may be elicited. 
Fine tremor of the outstretched fingers, tachycardia, and 
exaggerated knee-jerks may be present singly or together. 
The abdominal aorta may be felt knocking in the epi- 
gastrium. ‘The posture may be faulty ; it is sometimes 
that of dejection, the head bent, the chest hunched, and 
the pelvis and abdomen stuck forward. The stomach 
and viscera may be ptosed. <A noise like belching may 
indicate air-swallowing. The appearance and behaviour 
of the anxiety patient is in marked contrast to the 
belle indifference ot the patient with true hysteria, 
whose story of his symptoms is apparently plain and 
devoid of emotion. in the absence ot a discoverable 
basis for his complaints one is apt, from the detached 
way in which he records his sufferings, to regard him 
as a ‘‘ genuine case ’’ of sciatica, neuritis, etc., but the 
use of a pin to investigate sensation may yield surprising 
results. 

Among the common physical complaints may be weak- 
ness or tiredness (this is very frequent) ; abdominal 
discomfort ; flatulence ; chokiness ; palpitation ;  giddi- 
ness—or rather a feeling of instability often associated 
with a weak feeling at the knees ; pains, including head- 
aches, heartaches, and backaches ; vomiting ; and diar- 
‘rhoea. It is interesting to note that patients in the 
anxiety state may show marked visceroptosis and yet 
complain of no symptoms referable to the abdomen. 
Sleeplessness is frequent, but on the other hand certain 
patients who are anxious obtain a refuge in sleep, and 
“can sleep any time and all day.’’ Other symptoms 
indicative of anxiety state include deep sighings, loss of 
voice or breaks in the voice, sensations of something 
sticking in the throat, precipitate micturition, and 
spermatorrhoea. 

An understanding of why a particular region or organ 
is selected for pain or discomfort may sometimes become 
clearer by taking into consideration the following. (a) 
When a person becomes anxious or distressed he tends 
to develop pain or discomfort (or other symptom) in 
some site or organ which he has come to regard as 
mferioy. For example, an anxious patient will consult 
his doctor with a complaint of pain in the site of an 
old operation, such as in the appendix, or an old injury, 
such as in a war wound ; if he has previously noticed that 
he has “ piles '’ he may complain excessively of dis- 
comfort in the rectum out of all proportion to the nature 
and degree of the lesion ; if, on some earlier occasion, 
it has been suggested to him that his heart is ‘‘ weak,”’ 
the pain will be referred to this region. (b) The pain 
may select and disable a part of the body vital for the 
performance of his particular work. Examples of this 
are found in the cramps of writers, typists, and_ tele- 
graphists (Culpin®), but similar cramps may occur in the 
feet of those whose work involves much standing or 
walking—for example, shop assistants, tram drivers, 
lamplighters, and domestic servants. 


THE INNOCENCE OF THE PSYCHONEUROTIC 
A malingerer is a person who wittingly causes symptoms 
and signs with the conscious purpose of gaining some 
advantage. This awareness of the malingerer in respect 
of cause and purpose may be contrasted with the non- 
awareness of the person with psychoneurosis. The patient 
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ence of his various difficulties and disappointments, but 
he does not associate these with his symptoms. His 
interest and emotions have become displaced from his 
difficulties, and are concentrated on his sensations of 
bodily and mental distress. 

The person with psychoneurosis is also unaware that 
his illness serves a purpose, inasmuch as it provides 
him with an advantage or furnishes a refuge from the 
difficulties and deprivations of his environment. The 
advantage may be obvious and material, as is seen in 
those ‘‘ cases of compensation neurosis ’’ in which the 
patient recovers as soon as monetary settlement has 
been effected. The purpose of the iliness as a refuge 
may also be clear. When a young person leaves home 
for the first time and is ill with the disorder known as 
‘“ home sickness,’’ the illness serves the purpose of obtain- 
ing a return to the desired and familiar home environ- 
ments, but the patient may attribute his symptoms to 
the change of air or food. The nurse in a sanatorium 
who, fearing tuberculosis, develops a ‘‘ nervous break- 
down,’’ escapes from the ‘‘ dangerous ’’ environment, but 
she is innocent of the underlying motive of her behaviour. 
The young woman who is jilted and who ‘‘ takes it to 
heart ’’ with symptoms of palpitation and precordial pain 
succeeds by her illness in providing a reason for not 
getting married, and also gains sympathy instead of 
derision ; also, perhaps, there may be an added motive 
of retaliation on the man who threw her aside. Similarly, 
the conscientious working man who is dismissed from his 
employment and takes ill with abdominal pains and 
vomiting (being hurt and sick with the treatment of his 
employers) contrives, though unconsciously, to furnish a 
more tolerable explanation for his dismissal—namely, he 
is not working because of ill-health. The list could be 
extended indefinitely, and the motive varies from person 
to person. It is often subtle, and not infrequently serves 
a number of ends. 


DIAGNOSIS OF ANXIETY STATE 


A diagnosis of anxiety state is made by considering the 
following. (1) The patient’s narrative of his symptoms 
and their progress may not suggest the history of any 
defined organic disease, and may actually point very 
strongly to an emotional reaction. (2) On clinical exam- 
ination the patient may show no organic abnormality, or, 
if any organic abnormality is present, its physical bearing 
on the symptoms is irrelevant. Further, the patient may 
show objective signs of anxiety state. (3) The time of 
onset of psychoneurotic disability may often coincide 
with, or follow, a difficult situation in the patient’s life. 
Between this and the onset of symptoms of bodily distress 
there may be a latent period of rumination over the 
difficulty, and this is characterized by subjective symptoms 
of worry (lack of concentration, a sense of futility, 
irritability, and vague fears). In a single examination it 
is not possible to explore a patient’s life-history, but it is 
surprising, especially when the period of incapacity has 
been short, how often a potent precipitating cause of 
breakdown is brought to light. 

It is obvious that a diagnosis of psychoneurosis is 
not made when a patient has complaints but shows no 
abnormality. The reasons why he was taken ill when he 
did and how he did, as well as the purpose served by the 
illness, are important considerations in coming to a con- 
clusion. These and other criteria of diagnosis are fully 
discussed in papers by Gillespie.’ * 


Allocation of Organic and Psychoneurotic Disablement 

As patients suffering from organic disease may show 
an associated or superimposed psychoneurosis it is advis- 
able to indicate in further detail the method of allocating 
the cause of disability. The inquiry did not deal with 
the incidence of psychoneurosis among all patients exam- 
ined, but only with its occurrence when it acted as the 
reason for incapacity. 

In order that the fullest weight should be given to the 
part played by any physical changes present, many 
persons showing marked anxiety state were included in 


with anxiety state may be quite conscious of the exist- 


the organic group. For example, women w.th anxiety 
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state who had a haemoglobin content of the blood below 
89 per cent. were regarded as disabled by anaemia and 
allocated to the organic group. Elderly people with pro- 
nounced anxiety who also presented signs of vascular 
degeneration were regarded as being incapacitated by 
organic disease. Patients with high blood pressure were 
similarly allocated, irrespective of the presence of an 
anxiety state or the absence of other physical signs. 
Exophthalmic goitre and asthma, which may originally 
arise as the result of emotional disturbance, were allocated 
to the organic group. 

During convalescence or after operation patients some- 
times showed fear of returning to their occupation, or, 
where unemployed, to an ‘‘ able-bodied '’ pay roll the 
emoluments of which were less substantial than those 
of a “sick’’ roll. In such cases the cause of incapacity 
was considered to be ‘‘ organic ’’ unless physical recovery 
was Obviously complete. The allocation of females at the 
menopause was occasionally difficult. The dominant com- 
plaint of flushings, giddiness, and sweatings, character- 
istic of this period of life, inclined me to place many of 
these patients in the organic group, in the belief that the 
stimuli bringing about these symptoms (which may also 
be found in the anxiety state) were primarily the result 
of biochemical and not mental maladjustment. 

The group of patients (835 out of 1,000 examined) 
considered to be disabled by psychoneurotic—as distin- 
guished from organic—illness includes the following: 
(a) Those patients who presented no evidence of organic 
disease and whose illness was entirely psychoneurotic. 
(b) Patients who showed organic change which, however, 
in itself was in no way of a kind or degree to prevent the 
patient earning his livelihood, and whose incapacity 
depended on a psychoneurosis. (¢) Those patients who 
were ill originally with organic disorder, the physical 
effects of which had subsided, but who continued to be 
disabled because of supervening psychoneurotic disorder : 
certain cases of ‘‘ workmen's compensation ’’ are examples 
of this group. 


Objections and Criticisms 


During the discussion of the results of this inquiry 
with medical colleagues criticisms were made which may 
be grouped under four headings. 

1. All disorder is dependent on organic change, and the 
reason for failing to find it in a person suffering from 
psychoneurosis is due to ignorance of how to investigate 
its presence. This objection is essentially a metaphysical 
one, and is unanswerable if by ‘‘ organic ’’’ is meant 
biochemical and biophysical change. It seems likely that 
every thought and emotion is associated with chemical 
and physical changes in the body. However, for practical 
purposes the use of the word psychoneurotic as opposed 
to organic is a convenient way of differentiating two types 
of disorder distinctive in aetiology and requiring different 
methods of therapy. An example in allocation illustrates 
the usefulness of the distinction. A healthy young 
soldier waiting to be vaccinated may lose conscious- 
ness and collapse to the ground. He may also do this 
following a blow on the head with a hammer. In the 
first instance the cause of his impaired efficiency may be 
described as psychoneurotie ; in the second as organic. 
It may, however, be objected that the soldier who fainted 
while awaiting vaccination was not really healthy, and 
that he must have had a ‘‘ weak heart,’’ which in some 
way was “‘ less strong ’’ than that of his fellows. But if the 
soldier showed no clinical evidence of heart disease and 
was otherwise active it is more reasonable, in our present 
state of knowledge, to regard his loss of consciousness as 
a’ manifestation of the ‘* faint heart.’’ This interpreta- 
tion covers all the facts—the fainting attack, the clinic- 
ally sound heart, and the impending vaccination ; it is an 
expression of the balance of probability. 

2. The second objection is really an ad hominem 
application of the first: How did I positively know that 
the patients classified as disabled from psychoneurosis 
were not really disabled by organic disease? I did not, and 
could not, positively know. <A diagnosis of psychoneurosis 
is arrived at as in other causes of incapacity by a com- 
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bination of many points of medical evidence, no one of 
which is typically diagnostic of anything in particular 
but which, in combination, lead to a judgement of causes 
as sound as in organic disease. In this connexion it ta 
be noted that the majority of patients examined had 
been under medical supervision, not for weeks, but fo 
months, and the possibility of organic disease exlsthie 
undetected was with the passage of time considerably 
diminished. 

3. The third objection introduces the personal equation 
of the opinion of the examiner. All the patients in this 
series were assessed by the one examiner. This has an 
advantage: it secured a uniform standard of allocation 
It also has a disadvantage: there was no control series 
examined by an independent observer. To remedy this 
my colleague Dr. Alex. Walker has undertaken a similar 
investigation, and with his permission I am able to state 
that the incidence of psychoneurotic disabilities in his series 
of 1,000 consecutive persons is 29 per cent., a figure not 
significantly lower than the 33 per cent. in the present 
inquiry. The analysis of Dr. Walker's series and of 4 
second series examined by myself wiil be published jointly 
in due course. In these the causes of incapacity will be 
considered on a wider basis and in fuller detail. The 
present paper is to be regarded as an introduction to qa 
more comprehensive survey. 

4. The last objection is ene of dogmatic disbelief. 
When demonstration as well as argument proves in- 
effectual one can only approve of the words of Graham 
Howe": “‘ If we do not understand a thing, it has no 
meaning ; if we cannot see it, it is not there.’’ 
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(To be concluded.) 
Correspondence 
PANEL PATIENTS WITHOUT A POCTOR 

Sik,—I read with the greatest interest and appreciation 

the letter of ‘‘ Ex-Service’’ on the above subject in the 


Supplement of February 16th (p. 63). I most heartily endorse 
his views on this very detinite evil. 

The vast majority of panel patients do not realize, nor 
trouble to find out, that they are expected to keep their cards 
up to date whenever they change their address, whether well 
or ill, Too often we receive an ancient and grubby card, 
which has reposed in some dusty recess for years mayhap, 
ever since it reached its present owner, and with no practi- 
tioner’s name thereon! 

Again, panel patients returning from town to country do 
not appreciate that permanent change of address and district 
mean change of doctor. The approved societies are to blame 
in this matter. They should give more explicit instructions 
to their members regarding their cards, and should see that 
these rules are enforced through their agents, as suggested 
by ‘* Ex-Service.” 

The fact is that the who receive their contribu- 
tions without fail, have no interest in this question. It isa 
matter which should be taken up by all the Divisions of the 
B.M.A.—town and country alike. The whole question could 
be thoroughly discussed, and a united effort made to stimulate 
the Insurance Acts Comm ttee. 

Once our brethren on the panel are roused to this grievance 
they could soon alter the present state of affatrs, which 18 
altogether detrimental to the service.—I am, ete., 

Country PANEL.” 


SOC ieties, 


February 28th. 
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THE INSURANCE MEDICAL SERVICE 
WEEK BY WEEK 

The London Medical Service 

The publicity which has been given in the daily press 
to the removal of a doctor from the London Panel re- 

rted in the last two issues of the Supplement suggests 
the desirability of an informed comment on the position of 
the Insurance Medical Service in London at the present 
time. The number of insured persons resident in London 
and entitled to medical benefit at the end of the year 1934 
was 1,864,744, and the number of prescriptions dispensed 
during the year was 8,482,787. Notwithstanding the 
magnitude of these figures, and the fact that the number 
of disciplinary cases 1n London has for a period of years 
peen, in relation to other parts of the country, much in 
excess of the proportion to be expected on the basis of the 
relative number of insured persons, the actual number of 
cases coming under the notice of the Insurance Committee 
has been remarkably small, and, even so, has diminished 
considerably within the past two or three years. At th> 
last meeting of the London Insurance Committee the report 
of the Medical Service Subcommittee, covering a period of 
one month, dealt with five complaints only against practi- 
tioners, and in each case the subcommittee, after a very 
full and impartial investigation, found that there had been 
no failure to comply with the Terms of Service. An exam- 
ination of the London Insurance Committee reports reveals 
also the interesting fact that in the last few months there 
has not arisen for investigation a single case of a complaint 
by an approved society with regard to the issue of certifi- 
cates by insurance practitioners. 


The Scope of an Insurance Committee’s Work 


A new departure of some interest has to be recorded 
in the issue to the Press by the clerk of the London 
Committee of an official summary of the business trans- 
acted at the monthly meeting of the committee. The 
following extract on some questions of general interest 
shows that the committee, while at all times prepared to 
examine questions of a general character referred by other 
bodies, does take a proper view of the scope of an insur- 
ance committee's activities: 

1. The committee decided not to support the request of the 
Joint Committee on Sterilization to urge the Government to 
introduce a measure to legalize voluntary sterilization. 

2. The question of payments to women during pregnancy 
was raised by the request of the West Ham = Insurance Com- 
mittee that support should be given to a proposal for payment 
to be provided for insured women at times when they would 
not under present conditions receive either sickness benefit or 
unemployment benefit, but the committee decided that the 
question was not strictly germane to its functions. 

3. In connexion with a suggestion of the East Ham Insur- 
ance Committee that post-mortem examinations should be 
conducted either by or in the presence of the practitioner who 
had attended the deceased insured person, the committee took 
the view that no question had arisen in London which led 
it to think that the arrangements made by coroners for post- 
mortem examinations were other than satisfactory. 


Labour Camps—A Mileage Problem 


A problem awaiting satisfactory solution, and to which 
it is hoped that the insurance committees for the areas 
concerned will give their early attention, arises from the 
existence in different parts of the country of labour camps, 
usually in remote districts and many miles away from the 
nearest doctor. The insured persons working in these 
camps are treated on the ‘‘ temporary resident ’’ basis, 
and the doctors who attend them receive supplementary 
payments in respect of mileage, which have to be met out 
of the local mileage fund and which constitute an un- 
usually heavy charge upon that fund. These claims for 
mileage have not been taken into account in the central 
distribution of the mileage fund for the whole country, 
because the doctors, when asked to submit their returns 
for mileage, only work out their claims for patients 
on their actual lists. Temporary residents are an un- 
known quantity, both as to numbers and as to mileage. 
they do not therefore come into the doctor's returns or 
into the calculation of the mileage funds for the areas 
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affected. It should not be difficult for the committees in 
whose areas these labour camps exist to prepare some 
scheme for the consideration of the Ministry which will 
provide for a redistribution of the mileage fund so as to 
give a suitable loading where it is due. 


Fee-charging—The Position in Essex 

A memorandum on the charging of fees to insured 
persons, issued by the Surrey Insurance Committee, was 
referred to in these notes some little time ago, and a state- 
ment on the subject now appears in the minutes of the 
Essex Insurance Committee, forming part of the report of 
the Medical Benefit Subcommittee, as follows: 

Your subcommittee has at different times reported upon its 
consideration of cases where fees have been paid to insurance 
doctors by insured persons for medical treatment. The 
majority of the cases come within the scope of Clause 7 (3) 
of the Terms of Service, where the insured person, in obtaining 
treatment, makes no representation of insurance, but within 


one month of the payment of fees, or the receipt of an account, 


makes application to the committee to accept responsibility 
therefor. In those cases where the committee is satisfied that 
the insured person was eligible to receive medical treatment as 
an insured person the committee is enabled to refund the fees 
paid or to call for the withdrawal of the account, and to credit 
the doctor with remuneration on the temporary resident basis, 
the amount of the sum refunded being deducted from the 
doctor’s remuneration. 

Your subcommittee has also had before it instances where 
insured persons have received accounts from insurance doctors 
who have undertaken responsibility for their treatment. It is 
only fair to report that in these cases the doctor concerned 
has informed the committee that the account was rendered 
owing to some misunderstanding, and has been immediately 
cancelled. In one such case, however, the doctor held the 
view that he was entitled to charge fees, as the treatment was 
given to his patient in respect of an accident received while 
he was at work, and therefore the employer was liable for the 
medical fees under the Workmen's Compensation Act, which 
the employee—the insurance patient—should recover from him. 
Upon its being pointed out to the doctor that he had under- 
taken to give all proper medical attendance and treatment to 
his insured patients, and that the fact that a patient is in 
receipt of compensation does not in any way affect the doctor’s 
obligation to give such treatment free of cost to the patient, 
the doctor withdrew his account. 

Again, instances are brought to the notice of your sub- 
committee where fees have been charged because the insured 
person, although representing that he was insured, could pro- 
duce no evidence of insurance. Provision is made in the 
Medical Benefit Regulations to cover cases falling in this 
category, the doctor being required to give a receipt, or notice 
of intention to submit an account, on a form provided by the 
committee. In many instances, however, the doctor concerned 
fails to carry out his obligation in this respect, with the result 
that unnecessary correspondence is involved. Your subcom- 
mittee thinks it well to set out that, save as provided in 
Clauses 7 and 10 of the Terms of Service—for example, fees 
paid by way of deposit pending title to benefit being estab- 
lished, and in respect of treatment beyond the range of medical 
benefit—an insurance doctor is not permitted to demand or 
accept any fee or other remuneration in respect of treatment 
which he is required to give under his Terms of Service, except 
the remuneration which he is entitled to receive from the 
committee. 


Fees for Administering Anaesthetics 

The Panel Committee for the County of Essex has put 
forward a request that amendments should be made to 
the Distribution Scheme, affecting payments allowed in 
respect of the administration of anaesthetics. The Panel 
Committee desired that the following words should be 
embodied in the scheme : 

Provided that in cases in which nitrous oxide or ethyl 
chloride is used, or where anaesthetics are administered by 
intravenous, intramuscular, or subcutaneous injection, or in 
any similar cases where the Panel Committee considers that 
a fee of £1 Is. is excessive, the fee shall be 10s. 6d. 

The Ministry of Health intimated that inasmuch as the 
Panel Committee had power under the scheme to disallow 
any item of any account, the Department was not prepared 
to approve the inclusion of the words ‘‘ or in any similar 
cases where the Panel Committee considers that a fee of 
£1 1s. is excessive.’"” The Panel Committee agreed to 
the Department's suggestion, and the proviso has now 
been added to the scheme, with the words omitted to 
which the Department took exception. 
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OSTEOPATHIC THEORY AND PRACTICE 


ADDRESS TO SOUTH SUFFOLK DIVISION 
Dr. N. J. Macponatp, on March Ist, gave an address on 
osteopathy to the South Sutfolk Division of the British 
Medical Association. 

He said that after twelve and a half years of work on 
osteopathy alone he was convinced of its efficacy, and that 
the osteopathic point of view was worthy of consideration 
by the medical profession. They must forget the wild 
claims made by people of insufficient training, and the 
statement that ‘‘ the vertebrae were pressing on nerves.’ 
Referring to the Bill for the Registration of Osteopaths, 
Dr. Macdonald said that he did not defend the Bill as 
it stood. 

“‘ because, as I have pointed out at a special meeting of the 
British Osteopathic Association, I can see no justification for 
demanding similar privileges to the medical profession without, 
in return, giving guarantees of equivalent minimum know- 


ledge.’’ 


That the Bill had obtained a second 
taken as an indication that the House 
to accept without further investigation an assertion that 
osteopathy was no good. He hoped to convince his 
hearers that the osteopathic point of view should be part 
of a doctor's training ; he himself was convinced that 
*“ the osteopath should include in his training all subjects 


reading could be 
of Lords refused 


—medical or otherwise—which have to do with the 
diagnosis and treatment of patients.”’ 
Wuart ts OstTeopatTHy ? 
He would begin his definition of osteopathy, Dr. 


Macdonald said, by saying that the real difference between 
the osteopath and the orthodox doctor was only one of 
point of view with regard to the inception of disease. 
There was a state between normal physiology and patho- 
logy which the osteopath believed to be ‘* mainly mal- 


adjusted  physiology,’’ which he (Dr. Macdonald) 
usually described as being pre-pathological. The human 
body was capable of great adaptation. Sudden failure 


to withstand disease lay in a series of circumstances which 
had unbalanced the normal physiological reaction. The 
osteopath put forward as his main principle ‘‘ the belief 
that mechanical perfection gives the body the maximum 
function, and as his second principle the belief that 
mechanical correction is the most important single factor 
in the restoration of full function.” 

These beliefs were based on the theory that human 
resistance depended on the involuntary nervous system, 
and treatment was thought out with a view to influencing 
that part of the human body. The osteopath turned his 
attention to the spinal column because it was anatomic- 
ally close to the sympathetic nervous system and _ its 
connexions with the spinal cord. He found areas of 
rigidity and tenderness, ‘‘ very often with a malalignment 
of the joint apposition,’’ in a part of the back which had 
anatomical connexion with the region of the body which 
was in trouble. Wear and tear of the body was apt to 
cause local irritation, and this produced either an ex- 
cessive inhibition or excessive stimulation. These, he 
continued, led to the risk of loss of maximum function 
in the affected area, which thus became susceptible to 
disease. 

Tue Osteopatuic Lesion ”’ 

The osteopath reasoned that there was an additional 
factor in the diagnosis of a patient’s condition—one of 
mechanical strain in spinal joints, involving the nervous 
systems by virtue of anatomical relations. This condi- 
tion was the osteopathic lesion. Whereas movement 
between individual joints of the spine was small, there 
was a wide range of combined jo’nt mobility. In the 
erect position there was minimum strain when each joint 
performed its full share of work. Lack of co-operation 
on the part of one or more joints increased strain out 
of all proportion to the severity of the local condition. 
The osteopath scrutinized the joints to see whether one 
or more were held fixed. When he observed maladjust- 
ment between two neighbouring vertebrae, he found that 
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full movement between the joints was restricted, and tha 
there was muscular rigidity and variable tenderness, The 
fixation or diminished movement did not denote a dis 

tion or even a subluxation. ‘‘ Anything occurring outsid, 
the normal are of movement is surely deformity, and th 
province of the orthopaedic surgeon.”’ 

Having discovered tenderness at 
osteopath concluded that ‘‘ this abnormality is th 
ordinary tissue reaction to irritation.’’ The joint strain 
was not necessarily traumatic ; it could also be produces 
by chemical reaction, and the condition of the tissues 
Dr. Macdonald continued, was the same as, or closely 
allied to, fibrositis. It was easy for a spinal joint t) 
adopt a particular attitude with restricted movement: in 
all probability this would end in inctlicient local vaseylg 
and lymphatic drainage. A nerve involved in a simi 
tissue change (to fibrositis) would record its irritation 
If a vaso-constrictor it would vaso-constrict. In the lat 
stages there would be an absence of vaso-constriction, lh 
relation to a spinal joint there were the anterior and 
posterior rami, the sympathetic ganglia, the gray ang 
white rami communicantes, and a small sympathetic fibp 
which re-entered the vertebral canal to supply the 
meninges and spinal medulla. They would appreciate, 
Dr. Macdonald said, the variety of effects that could 
obtained from small tissue swellings in or around this 
particular joint. 

Searching for minute fauits that in any way couli 
impede the lines of communication or influence th: 
nervous system adversely was the main principle of osteo 
pathic teaching. The osteopath claimed that the sping 
lesion was the most important single factor in the ip. 
ception of disease. ‘‘ Believing this, of course, does no 
preclude him—nor in any way should it deter him- 
from studying disease in all its forms.’’ When a know 
pathology was established, the osteopath, from a know 
ledge ot anatomy and physiology, ‘* worked backwards” 
to the spinal column to look for the original pre-patho- 
logical fault. When, however, pathology had advanced 
to an alteration or destruction of tissue, restoration of 
full function was hardly to be expected. 

‘*T would ask you to believe,’’ Dr. Macdonald said, “ that 
his case 


a given joint, 


the real osteopath does endeavour to diagnose 
accurately, and that he welcomes the assistance of any 
treatment which will aid in recovery. He does not assume 


that surgery is valueless or that gross pathology is non 
existent, nor does he consider it anv more justifiable to 
refuse the aid of such specifics as quinine, antitoxin, vaccim- 
tion, ete., than for a physician to refuse osteopathic aid to 


” 


his drugs. 
TREATMENT 

In discussing treatment Dr. Macdonald said that cases 
where real surgical conditions had become established 
would not yield to osteopathy alone, nor would thos 
where the disease had established itself, causing either 
local or general tissue change. In this country the osteo 
path’s practice was almost entirely confined to chronic 
conditions and to trauma. In the osteopathic category 
would come all classes of strains and injuries to joints 
that had not gone on to marked tissue destruction. In 
them many adjuncts would be used—such as antiphlogis 
tine, strapping, heat, and electricity—but the most impor- 
tant thing was the passive manipulation by an osteopath 
(the joint being put through its full range of movement). 
The speaker then referred to the treatment of “ general 
debility, excessive fatigue, sleeplessness, post-operative 
backache, and vague aches and pains, possibly associated 
with minor metabolic disorders.”’ 

Where toxaemias had progressed sufficiently to produce 
arthritis, he continued, the expected recovery varied with 
the progress of the pathology. Anterior poliomyelits 
seemed to benefit from manipulative treatment—just 9 
far as there had not been complete destruction of the 
anterior horn cell. It was natural that the correction d 
gross spinal deformities could be effected by those who 
attempted correction of the finer deviations, but im this 
group it was difficult to decide where the osteopath an 
the orthopaedic surgeon overlapped. He suggested they 
should co-operate. After outlining the principles under 
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manipulation as carried out by the osteopath 
vereby there is ‘‘ a return of the particular body to its 
| conditions, and... the sympathetic balance ts 
Dr. Macdonald concluded by saying 
somewhere in the already crowded curriculum 
osteopathic diagnosis and treatment should inter- 


polated 


lying 


Association Notices 


H AND DIVISION MEETINGS TO BE HELD 

DERBYSHIRE BRANCH : CHESTERFIELD Diviston.—At Mater- 
nity Home, Chestertield, Friday, March 15th, 8.30) p.m. 
BMA. Lecture by Dr. L. S. T. Burrell: Pneumonia. 

Essex Brancu: Essex Diviston.—At Queen’s 

Hotel, Westcliff-on-Sea, Tuesday, March 12th, 8.45 p.m. 
Mr, Wilfred Shaw: ‘* Menstrual Irregularities. 

GLOUCESTERSHIRE Brancu —At Cheltenham, Thursday, 
March 14th. Papes by Mr. ©. E. J. McOustra. 

HERTFORDSHIRE BRANCH: BARNET Diviston.—At 53, Wood 
Street, Barnet, Tuesday, March 12th, Mr. 
Vaughan Hudson: “ Dithculties in Diagnosis of Toxic and 
Non-toxic Goitre.”’ 

Kext Brancu: RocuesTer, CHATHAM, AND GILLINGHAM 
Dwiston.—At Café Royal, Chatham, Wednesday, March 13th. 
Divisional meeting. 

Kext Brancu: TuxspripGe Diviston.—Wednesday, 
March 13th, 8.30 p.m. Mr. J. P. Lockhart-Mummery: 
“Modern Views on the Cancer Preblem.”’ 

LANCASHIRE AND CHESHIRE BRANCH: BLacKpooL Divistoxn,— 
At Metropole Hotel, Talbot Square, Blackpool, Wednesday, 
March 13th. 7.30 p.m., Dinner. 8.30 p.m., Dr. John Ward 
(Manchester): ‘‘ Causes, Prevention, and Treatment of Wasting 
in Infancy.”” 

LANCASHIRE AND CHESHIRE BrANCH: PRESTON Divisicn.—- 
Joint meeting with Preston Medico-Ethical Society at Preston 
Royal Infirmary, Tuesday, March 12th, 8.30) p.m. Mr. 
R. Cunliffe Shaw: Toxic Goitres.’’ 

MerropoLtiraN Counties Brancu: City Diviston.—At 
Metropolitan Hospital, Kingsland Road, E., Friday, March 
15th, 4.30 ppm. Mr. WK. J. Acton Davis: Orthopaedic cases. 

METROPOLITAN COUNTIES BRANCH: HAMPSTEAD Diviston.— 
At Hampstead General Hospital, Thursday, March 14th, 
8.30 p.m. Colonel L. W. Harrison: ‘* Some Points of Impor- 
tance in the Management of Svphilis and Gonorrhoea.’’ 

METROPOLITAN CounTIES BRANCH: KENSINGTON DiviIston.— 
At London Lock Hospital, Harrow Road, W., Friday, March 
th. Mr. V. B. Green-Armytage: ‘‘ Influence of Diet on 
Child-bearing.”’ 

MeTROPOLITAN CouNtTIES BrRANcH: SoutH MIppLESEXx 
Diviston.—At St. John’s Hospital, Twickenham, Tuesday, 
March 12th. 8.45 p.m., General business. 9 p.m., Mr. F. G. 
Loughnane: ‘‘ Retention of Urine.’’ 

METROPOLITAN COUNTIES BRANCH: STRATFORD Divistoxn.— 
At Plaistow Fever Hospital, Wednesday, March 13th, 3 p.m. 
Clinical mecting. 

NortH OF ENGLAND Branch: HEXHAM’ Diviston.—At 
Hexham Hydro, Wednesday, March 138th, 3.30 p.m. Mr. 
C. Gordon Irwin: ‘* The Art of Strapping.’’ 

South AND MoONMOUTHSHIRE BRANCH: SWANSEA 
Divistox.—At Hotel Metropole, Swansea, Thursday, March 
Mth, 7.30 p.m. B.M.A. Lecture by Mr. Tudor Edwards. 

SouTHERN Brancu: PortsMouTH Diviston.—At Queen’s 
Hotel, Southsea, Thurslay, March 14th. 9 p.m., Supper. 
9.30 p.m., Dr. Charles Newman: ‘‘ A New and Common 
Disease of the Gall-bladder.’’ 

SurrEY Brancu: CRoypon Diviston.—At Croydon General 
Hospital, Tuesday, March 12th 8.30 p.m.) Dr. W., 
O'Donovan: ‘‘ Artificial Dermatitis.’’ 

Surrey Brancu: WKinGston-oN-THAMES Dviston, — At 
Surbiton Hospital Tuesday, March 12th, 8.30 p.m. Dr. 
R.M. Fry: Puerperal Sepsis.”’ 

Sussex Brancu: BricuTon Dtiviston.—Conjoint meeting 
with Brighton Section of British Dental Association at Grand 
Hotel, Brighton, Tuesday, March 12th, 8.15 pam. Dr. C. GC. 
Schurr “Some Associated Dental and Ocular Conditions.’’ 
Preceded by informal supper at 7.15 p.m. At Sussex Eye 
Hospital, Brighton, Thursday, March: 21st, 3.45 p.m. Clinical 
meeting. 

Yorksuire Brancu: DONCASTER Diviston.—At Parkinson's 
Café, High Streeé, Doncaster, Thursday, March 14th. Dr. 
C. S. Thomson: ‘‘ Medical Profession and the Future.’® 
Dinner at 7.30 p.m. 


OFFICES, BRITISH MEDICAL ASSOCIATION HOUSE 
TAVISTOCK SQUARE, W.C.1 


Departments 

SUBSCRIPTIONS AND ADVERTISEMENTS (Financial Secretary and 
Business Manager. Telegrams: Articulate Westcent, London). 
MepicaL Secretary (Telegrams: Medisecra Westcent, London). 
Eptror, British Mepicat JOURNAL (Telegrams: Aitiology Westcent, 

London). 
Telephone numbers of British Medical Association and British 
Medical Journal, Euston 2111 (internal exchange, four lines). 


Scottish Mepicat Secretary: 7, Drumsheugh Gardens, Edin- 
burgh. (Telegrams; Associate, Edinburgh. Tel.: 24361 
Edinburgh.) 

Irish Mepicat’ Secretary: 18, WKildare Street, Dublin. (Tele- 
grams: Bacillus, Dublin. Tel.: 62550 Dublin.) 

Diary of Central Meetings 
MARCH 
8 Fri. Public Health Committee, 2 p.m. 
12 Tues. Organization Committee, 11.30 a.m, 
13 Wed. Medico-Politijcal Committee, 2 p.m, 
21 Thurs. Relation of Alcohol to Road Accidents Subcommittee, 4 p.m, 
APRIL 
1 Mon. Training of Teachers Subcommittee, 2.30 p.m. 
3S Wed. Council, 10 a.m. 
24 Wed. Grants Subcommittee, 2.15 p.m. 
25 Thurs. Medical Students and Newly Qualified Practitioners Sub- 
committee, 3.45 p.m. 


DIARY OF SOCIETIES AND LECTURES 


or Puysicians OF Lonpon, Pall Mall East, S.W.— 
Tues. and Thurs., 5 p.m., Goulstonian Lectures by Dr. Alan 
Moncrieff: Respiratory Failure, including So-called Asphyxia 
Neonatorum. 


Rovyvat Society OF AIEDICINE 

Section of United Services.—Mon., 4.30 p.m. Paper by Lieut.- 
Colonel C. Crawford-Jones: Some Aspects of the Prevention and 
Treatment of Venereal Disease in the Army, with Special 
Reference to Gonorrhoea, 

Section of Therapeutics and Pharmacology.—Tues., 5 p.m. Dis- 
cussion: Treatment of Angina Vectoris. Openers, Dr. F. 
Cotton, Dr. J. Crighton Bramwell, Dr. W. Evans, and Dr. 
Chiford Hoyle. 

Section of Psychiatry. —Tues., 8.30 p.m. Paper by Dr. Murdo 
Mackenzie: C. G. Jung: His Contribution to Clinical Psychiatry. 

Section of Surgery: Subsection of Pvroctology.—Wed., p.m. 
(Cases at 4.30 p.m.) Discussion: Radium Treatment of Malignant 
Disease of the Rectam and Anus. Opener: Sir Charles Gordon- 
Watson. A contribution to the discussion by Dr. Cl. Regaud 
(Radium Institute, Paris) will be presented in absentia. 

Section of Physica’ Medicine.—Fri., 4.45 p.m. Demonstration, Dr. 
Fortescue Fox: A Double Arm Bath at Kising Temperature. 
5 p.m., Discussion: Treatment of Injuries. Openers, Mr. Hey 
Groves and Dr. C. B. Heald, followed by Dr. Harold Moore, 
Dr. James Mennell, and Mr. Rock Carling. 

Section of Obstetrics and Gynaecology.—F¥ri., 8 p.m. Short Papers 
by Dame Louise Mcllrov, Miss Margaret Basden, and Mr. James 
Wyatt. Paper by Mr. Alan Brews. 

Section of Radiology.—Fri., 8.15 p.m. Paper by Mr. Rock Carling 
and Dr. F. M. Allchin: Present and Future of Kadium Tele- 
therapy. Other speakers, Mr. B. W. Windever, and Mr. G. E, 
sell and Mr. W. Binks (National Physical Laboratory). 


Brocuemican Socirery.—-At Department of Physiology and Bio- 
chemistry, University College, Gower Street, W.C., Fvi., 3 p.m. 
Annual General Meeting. Communications. Demonstration. 

Britisu Instirvure oF Raprorocy, 32, Welbeck Street, W.—Thurs., 
8 p.m., Monthly General Meeting. 

British Rep Cross Society, 9, Chesham Street, S.W.—Wed. and 
Fii., 5.80 p.m. Lectures on First Aid in Chemical Warfare. 

British Rep Cross Sociery’s Crirnic ror Rueumatrism, Peto Place, 
N.W.—Thurs., 8.30 p.m. Mr. C. Hamblen Thomas: Nasal 
Sinusitis as a Factor in’ Rheumatism. 

Loxpon Jewtsu Hosprtar Mepicat Sociery, Stepney Green, E.— 
Thurs., 3.30 p.m. Dr. FE. A. Cockayne: Heredity in Disease. 
Mepicar Sociery oF INpDivipvaL 11, Chandos Street, 

W.—Thurs., 8.30 p.m. Dr. G. E. S. Ward: Heart and Mind. 

Mepicat Society or Lonpon, 11, Chandes Street, W.—Mon., 
$8.30 p.m. Discussion: Surgical Treatment of Syringomyelia. To 
xe introduced by Professor R. E. Kelly. 

Nortu Loxpon Mepicat ann CurrurGicaL Socrery, Royal Northern 
Hospital, Holloway Road, N.—Wed., 9 p.m, Mr. Eric Lloyd: 
Scoliosis. 

Pappincton Mepicat Socrery.—At Great Western Royal Hotel, 
Paddington, W., Tues., 9 p.m. Dr. Frank Gray: Infant Welfare 
in General Practice. 

PuarmacevticaL Society oF GREAT Britax, 17, Bloomsbury Square, 
V.C.—Tues., 8.30 p.m. Dr. L. P. Garrod: Some Fallacies and 
Dangers in Attempted Chemical Disinfection. 

Sovrn-West Lonpon Menpicat Socrety, Bolingbroke Hospital, 
Wandsworth Common, S.W.—IWed., 9 p.m. Clinical Meeting. 
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POST-GRADUATE COURSES AND LECTURES 

Fettowsuip oF Mepictne anp Post-Grapuate Mepicat ASSOCIATION, 
1, Wimpole Street, W.—Royal National Orthopaedic Hospital, 
234, Great Portland Street, W.: All-day Course in Orthopaedics. 
Prince of Wales’s General Hospital, Yottenham, N.: All-day 
Course in Medicine, Surgery, and the Specialties. Brompton 
Hospital, S.W.: Tues., Wed., Thurs., and Fri., 5 p.m. to 
6.30 p.m., M.R.C.P. Course in Chest Diseases. National Tem- 
perance Hospital, Hampstead Road, N.W.: <Ali-day Course in 
Clinical Medicine and Surgery. Wellcome Museum of Medical 
Science, Euston Road, N.W.: Thurs., 3 p.m., Pathological 
Demonstration on Diseases of the Skin by Dr. John Franklin. 
Panel of Teachers: Individual clinics in various branches of 
medicine and surgery are available daily. Courses, clinics, etc., 
arranged by the Fellowship are open only to members and 
associates, 

Cancer Hosprirat (Free), Fulham Road, S.W.—Thurs., 4 p.m., Mr. 
R. C. B. Ledlie, Cancer can be Cured—Retrospect and Prospect. 

Centra Loxpon Turoat, Nose Ear Hospirat, Gray’s Inn 
Road, W.C.—Fri., 4 p.m., Mr. W. G. Scott-Brown, Deaf- 
mutism. 

Hampsteap Generit ann Nortru-West Lonpon Hosprrar.—led., 
4.30 p.m., Mr. T. VW. Letchworth, Differential Diagnosis of Some 
Inflammatory Conditions of the Eye. 

Hosrirat ror Sick Cuimprenx, Great Ormond Street, W.C.—Mon., 
12 noon, Laboratory Demonstration, Dr. W. W. Payne, Diagnosis 
of Diabetes. Wed., 2 p.m., Lecture, Dr. B. Shires, X Rays in 
Diagnosis of Diseases of the Chest in Children. 7Jiinyrs., 12 noon, 
Laboratory Demonstration, Dr. I). N. Nabarro, Vaccine Therapy. 


Fri., 12 noon, Lecture, Dr. W. W. Payne, Uses of the Ketogenic 
Diet. Onut-patient Clinics, mornings, 10 a.m. to 12 noon. Ward 
Visits, afternoons, 2 p.m. to 3.30 p.m. (except Wed.) 

Kine’s Hospitan Mepicar 9 p.m., Mr. 


W. I. Daggett, Deafness. 

Lonpon or Hyarene Tropicat Mepicrxe, Keppel Street, 
V.C.—Thurs., 5 p.m., Dr. V. B. Wigglesworth, Observations on 
the Malaria Epidemic in Ceylon. Admission free, without ticket. 


Post-GRADUATE COURSE.— 


Lreps Pustic Dispensary anp 
Wed., 4 p.m., Mr. A. D. Sharp, Nasal Sinus Infection. 

Nationat Hosprrat, Queen Square, W.C.—Mon. to Fri., 2 p.m., 
Out-patient Clinics. Mon., 3.290 p.m., Dr. C. M. Hinds Howell, 
Acute Encephalitis, and Encephalomyelitis. Tues., 3.30) p.m., 
Dr. M. Critchley, Cerebral Vascular Disease. Thurs., 3.30 p.m., 
Dr. G. Riddoch, Cerebral Abscess and Meningitis. Fyi., 3.00 p.m., 
Dr. E. A. Carmichael, Deficiency Diseases of the Nervous 
system 

Sorvtu-Wesr Loxnon Posr-Grapvarre Association, St. James's 
Hospital, O ] Road, S.W.—Wed., 4 p.m., Mr. J. G. Yates 


Retention. 
Gower Street, W.C 


Bell, Acute 


UNIVERSITY COLLEGE Von., 5 p.m., Dr. R. H. 


Ing, Chemical Structure of Drugs in Relation to their Physio- 
logical Action. 
Giascow Posr-Grapvite Mepicar Assocration.—At Royal Mater- 


nity and Women’s Hospital: Wed., 4.15 p.m., Dr. R. A. Lennie, 
Obstetrical ¢ 

Leeps Post-Grapuare Leeds General 
Infirmary: Jues., 3.30 p.m., Dr. Ingram, Septic Affections of the 
Skin ; Demonstration of Cases. 

Liverroo. University Scuoor 
Infirmary: Mow. and Thurs., 10.30 a.m. Maternity Hospital: 
Mon., Tues., Wed., Thurs., and Fri., 11.30 a.m. 

Mancut sTeR: ANCOaTsS 4.15 p.m., Dr. K. 
Vaginal Discharge 

Mancuester Royat InxrirMary.—Tues., 
Ferguson, Insomnia. 4.15 p.m., 
stration of Orthopaedic Cases. 

Hosprrat 

Surgical Cases. 


ases 


Crrnics.—Rovyal 


4.15 p.m., Dr. F. R. 
Mr. Harry Platt, Demon- 
10.30 a.m., Mr. G. A. Mason, 


NEWCASTLE GENERA Sun., 


Further Thoracic 


Sarrorn (V.D.).—Mon., 3.30 p.m., Dr. Burke, 
Gonorrhoea, Diagnosis, Serological Tests. JThurs., 3.80 p.m., 


Dr. Burke, Gonorrhcea, Male, Acute. 
VACANCIES 
MEMORIAL FoR Mepican RESEARCH.—Junior Fellow- 
ships. 


BEXHILL Bonoren.—Whole-time M.O.1 


BIRKENHEAD GENERAL (male) 

SIRMINGHAM GENERAL DISPENSARY.—R.M.O. (male, unmarried), 

Boarp or Coxrron (LONAcy AND MENTAL DEFICIENCY), Caxton House 
West, S.W.—Fifth M.O. (male, unmarried) at Rampton State Institu- 
tion for Mental Defectives, near Retford, Notts. 

BRince or Weir SANATORIUM AND ALLIED INSTITUTIONS.—(1) R.M.O. 
(male, unmarried), (2) R.M.O. (female, unmarried). 

BrisTo.: CossHamM Memoritan Hosprrat.—Second R.M.O,. (male). 

Briston EYE 


Carpirr : KING Epwarp VIL WELSH NATIONAL MEMORIAL ASSOCIATION. 


H.P. (femate) at Adelina Patti Hospital, Craig-y-Nos. 
CARLISLE: CUMBERLAND INFIRMARY.—H.S, (male) to Special Depts. 
CENTRAL LONDON THROAT, NOSE AND EAn HOSPITAL, Gray's Inn Road, 


W.C.—Registrar. 

City or LONDON Hosprran FoR DISEASES OF THE HEART AND LUNGS.-- 
Victoria Park, E.—(1) Clinical Assistant to Laryngologist. (2) P. to 
Out-patients, 

Ciry or MaTerNiIty Hosprrau, City Road, E.C.—J.8.M.0, 

DARLINGTON MeMoRIAL HospiraL.—tLsS. (male) for the Aural and Oph- 


Vacancies 


thalmic Department. 


SUPPLEME) 
flames, 


DREADNOUGHT Greenwich, S.E.—(1) H.P, 
unmarried, 

DurRHAM COUNTY CouNcIL.—Whole-time 
EXETER: ROYAL DEVON AND EXETER 
Ear, Nose, and Throat Department. 
Grear Barrow: LANCASHIRE 

Chester.—H.P. (male). 
GREAT YARMOUTH GENERAL (male, unmarried) 
GUERNSEY STATES.—M.O.H. and Port M.O. (male), 
GUILDFORD: RovaL Counry HosriraL.—itS. (male) 
HAMPSTEAD GENERAL AND NorRTH-WeEST LONDON Hosprrar Hay, 
Hill, N.W.—Casualty M.O,. (female, unmarried) at the’ 
Department, Bayham Street, N.W. Patin 


Hosprran 
(2) Mal 
Assistant School 


M.O, 
HOSPITAL.—ILS, 


(male) ty the 


TUBERCULOSIS CoLoyy Ne 
NY, nea 


HospiTAL FOR CONSUMPTION AND DISEASES OF THE CHE 
S.W.—P. 

Hospital FOR EPILEPSY AND PARALYSIS, Maida Vale, W.—yeq 
Registrar, 


HlospirTaL OF Sr, Joun AND ELIZABETH, Grove End Road, 
R.H.S. (male). 

HospiTaAL FOR SICK CHILDREN, Great Ormond Street, W.C.—(1) Hp 
(2) HLS. Males, unmarried. (3) P. to Out-patients. (4) §, ‘ 

HUDDERSFIELD ROYAL INFIRMARY.—C.O. (male). 

KING GEORGE Dermatologist. 

INVERNESS Districr MENTAL HospiTaL.—Senior A.M.O. (male, 
married). 
ISLE OF WiGcHT: ROYAL NATIONAL HOsprIrat. FOR CONSUMPTiox AND 
DISEASES OF THE CuEst, Ventnor.—J.A.R.M.O. (male, unmarried), 
KING’s LYNN: West NorroLK AND KING'S LYNN 
KINGSTON-UPON-HULL, AND CoUuNTY OF.—R.M.O, (unmarried) 

Hull City Hospital for Infectious Diseases, Cottingham, 
LIVERPOOL: ROYAL Orthopaedic §, 
LIVERPOOL UNIVERSITY.—Whole-time Lecturer (ungraded) in Departmey 

of Pathology. 
LONDON HOMOEOPATHIC HosritraAL, Bloomsbury, W.C.—(1) S. (2) Asis. 

tant S. 

LONDON Jewisn Hosprran, Stepney Green, E.—lon. Second Radiologig 

LOUGHBOROUGH AND District GENERAL 

LOWESTOFT AND SUFFOLK (mate). 

MANCHESTER Civy.—A.M.O. (male, unmarried) in the Tuberculosis Wary 
at Withington Llospital and Institution, 


MANCHESTER RoyaL INFIRMARY.—Medical Registrar to Out-patient Deg. 
MANCHESTER: Str. Mary's Hospiracs.—(1) Two H.S. for Whitwor 
Street West Hospital. (2) Two HLS. for Whitworth Park Hospital, 


MANCHESTER VicroriA MEMorIAL JewisH HosprraL.—C.O. (male). 

MANSFIELD AND Districr HospiraL.—(1) Senior H.S. (2) H.S. Mala 

MARGATE AND DisTricr GENERAL HosprraL.—R.M.O. (imale). 

MERTHYR GENERAL HosprraL.—R.H.S. 

MEXBOROUGH: MONTAGU HOSPITAI 

MircHuaM: WILson 

NEWARK GENERAL (unmarried). 

NORTHAMPTON GENERAL Assistant S. 

Norwich : NORFOLK AND NorWitcH HospiraAL.—H.S. (male) to the Special 
Departments. 

NOTTINGHAM CHILDREN'S Hosprran.—R.H.P. (female). 

OLDHAM COUNTY Superintendent at Boundary Park 
Municipal Hospital. 

--M.Q. for the Island of Rousay. 


ORKNEY COUNTY COUNCIL 

Prince OF WALES'S GENERAL Hosprran, N.—Hon. Clinical Assistant 
to the Children’s Department. 

RoyAL NATIONAL Hospirat, Great Portland Street, W- 


Two HLS. (males, unmarried). 
ROYAL NoRTHERN HospiraL, Holloway, N.—ILP. 
Str. HELIER, Jersey.—Laboratory Assistant. 


St. THOMAS’S HosprraL.—Chief Assistant to Ear, Nose, and Throat Dept 
SEAMEN’S Hosprran Sociery, Greenwich, S.E.—H.S. (male) at Tilbury 
Hospital, Essex, 
SHEFFIELD RovyAL 
SHEFFIELD UNIVERSITY, 

Surgery. 
WALSALL GENERAL Hosprtan.—-P. in Charge of the Skin Department. 
INFIRMARY AND DISPENSARY.—Third Resident (inale, ut 


C.O. 
Chair of 


HostiTaL.- 
-(1) (2) Chair of Dental 


Anatomy. 


WARKINGTON 
marricd). 


Hammersmith, W.—(1) H.P. (2) HS. @ 


West Loxpon HospiraL, 
H.S. to Throat, Nose, and Ear Department. Males. (4) 
KinG Epwarp VIL 


WINDSOR: 
CERTIFYING Facrory SuURGEONS.—-The following vacant appointments am 
Dunblane (Perthshire), Andover  (Hlampshire), Hus 
Wycombe (Bucks), Applications to the Chief Inspector of Factores 
Hlome Office, Whitehall, S.W.1, by March 19th. 


MEDICAL REFEREES UNDER THE WORKMEN'S COMPENSATION Act, 193 
Districts, th 


announced 


for the Altrincham and Warrington County Court - 
Northwich County Court District (Circuit No. 7), the Leigh County 
Court District (Circuit No, 8), and the Rawtenstall County Cout 


District (Circuit No, 10). Applications to the Private Secretary, Home 
Olfice, Whitehall, S.W.1, by March 23rd. 


BIRTHS, MARRIAGES, AND DEATHS 


The charge for inserting announcements of Births, Marniages, ani 
Deaths is 9s., which sum should be forwarded with the notut 
not later than the first post on Tuesday morning, ™ order it 

the current issue. 


MARRIAGE 
Laxnc-Lorpon—At Linnwood, Hamilton, on February 28th, 198, 
by the Rev. Robert Ross, M.A., Minister of St. John’s Chute, 
Hamilton, John McCallum Lang, M.D., D.P.H., Chief Assist 
Medieal Officer of Healch, County of Lanark, to Margaret Emily 
Robin Loudon, M.D, D.P.H., eldest daughter of J. Livingsto 
Loudon, M.D., F.R-F.P.S.G., D.P.H., Linnwocod, Hamilton. 


DEATH 
Figpor.—On February 27th, Julius Figdor, L.D.S., aged # 
66, Wimpole Street ; formerly of Capetown and Glasgow. 
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